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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and document review, the facility failed to ensure hazards were removed for
R1 per their care plan and failed to provide R2 with the necessary supervision to prevent elopement
after being care planned to require supervision in the community. These failures resulted in Immediate
Jeopardy (IJ) for two of two residents when R1 attempted suicide after identified care plan
interventions were not thoroughly implemented and when R2 left the facility multiple times without
staff knowledge with an increase in suicidal ideation and in dangerously high temperatures. The
Immediate Jeopardy (IJ) began on 7/16/26 when it was identified the facility failed to thoroughly
implement R1's safety plan of a personal belonging search after recent history of suicidal ideations
and attempts to overdose on medication. R1 procured a bottle of Tylenol and alerted staff that they
ingested it, which R1 previously indicated was their plan to do; and continued when the facility failed
to implement appropriate supervision for R2, who had suicidal ideations to jump off a bridge, eloped on
multiple occasions and was unable to be found for extended periods of time. On 7/28/26 at 4:38 p.m.,
the administrator, director of nursing (DON), second floor program director, third floor program
director, fourth floor program director, clinical development coordinator, clinical coordinator, evening
nurse manager, nursing services coordinator, and, over the phone, the director of clinical services
was notified of the IJ. The IJ was removed on 7/30/26, after it was verified, the facility implemented
an acceptable removal plan. However, non-compliance remained at a lower scope and severity of D,
no actual harm, with potential for more than minimal harm.Findings include: R1's admission Minimum
Data Set (MDS) dated [DATE], identified R1 had diagnoses that included non-traumatic brain
dysfunction, recurrent severe major depressive disorder without psychotic features, and autistic
disorder. R1 had no cognitive impairment, had hallucinations, and demonstrated other behavioral
symptoms not directed towards others which occurred 4 to 6 days during 7-day assessment period
but less than daily. The MDS further identified R1 was independent with activities of daily living
(ADLs).R1's Initial Treatment Plan dated 2/13/26, identified R1 had chronic passive suicidal ideation,
with one noted escalation involving a plan (starving), daily visual hallucinations, low motivation for
hygiene tasks, and mild anxiety related to adjustment. R1's Vulnerability Summary identified R1 had a
pattern of drug/alcohol use or unprescribed use of over-the-counter drugs. R1 reported lack of urges
to use and lack of funds kept R1 from thinking about purchasing substances. Interventions included
discussing urges to use in weekly meetings and staff knowledge of historical use. The summary
included R1 had severe psychiatric symptoms or cognitive deficits which significantly impaired
judgment and functioning and displayed suicidal or self-injurious behaviors and/or thoughts which
included previous suicide attempts of strangulation, overdose of medication, and starvation. R1 had
reported daily passive suicidal ideation, with one instance of active suicidal ideation with a plan to
(continued on next page)
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starve, which R1 reported after the feeling passed. Interventions included regular check-ins about
suicidal ideation in weekly meetings, knowledge of previous attempts, and when to increase
monitoring.In review of R1's record, documentation pertaining to location checks, shift checks, and
room checks were documented in progress notes if/when the tasks were performed.During interview
on 7/22/26 at 10:17 a.m., mental health worker (MHW)-B stated the facility tracked residents who left
the facility through an LOA (leave of absence) binder. Residents were supposed to sign out with staff
via the binder, request medications needed ahead of time and indicate a return time. MHW-B stated
she reviewed resident care plans if there was an increase in behavioral symptoms to ensure she
followed proper interventions. MHW-B stated she completed a suicide risk assessment and created a
safety plan when a resident made a suicidal statement to determine if the suicidal ideation was
passive or active. MHW -B stated residents who needed more frequent than one hour location checks
were sent to emergency services. MHW -B indicated shift checks were documented in the progress
notes. Location checks were on a physical paper and documented in progress notes.R1's progress
note dated 3/4/26 at 9:53 a.m., identified R1 had brief urges to use [substances] but felt the feelings
were easy to ignore due to not having money available and was not sure how their self-control would
be after R1 had money. A suicide risk assessment was completed after R1 disclosed they had
increased suicide ideation over the weekend, and R1 was identified at low risk.R1's progress note
dated 3/10/26 at 11:14 a.m., identified R1 had a psychiatrist appointment and increased dose of
antipsychotic medication, attended therapy groups, and played games the past week.R1's progress
note dated 3/11/26 at 4:44 p.m., identified R1 had suicidal ideation with a plan, indicated the hospital
could make [R1] eat if it [came] down to it, and went to a psychiatric emergency unit.R1's progress
note dated 3/11/26 at 11:03 p.m., indicated R1 returned from the psychiatric emergency unit at 5:30
p.m. and was placed on shift checks.R1's progress note dated 3/13/26 at 11:13 p.m., indicated R1
reported an increase in suicidal ideation, tried coping skills, and thoughts were still bad. R1 was
assessed by a mobile mental health crisis intervention program and transferred to an emergency
psychiatric unit.R1's MDS tracking entry dated 3/13/26, identified R1 had an unplanned discharge
from the facility and a return was anticipated.R1's admission MDS dated [DATE], identified R1
admitted to the facility 4/22/26 with diagnoses which included schizophrenia, post-traumatic stress
disorder, borderline personality disorder, obsessive-compulsive disorder, and attention-deficit
hyperactivity disorder.R1's Initial Treatment Plan dated 4/22/26, identified R1's Vulnerability
Summary remained similar to the 2/13/26 summary, which indicated R1 had pattern of drug/alcohol
use or unprescribed use of over-the-counter drugs, severe psychiatric symptoms or cognitive deficits
which significantly impaired judgment and functioning, and displayed suicidal or self-injurious
behaviors and/or thoughts.R1's care plan intervention dated 4/22/26, directed staff to conduct safety
checks to remove items which could be used to engage in self-harm, which included plastic garbage
bags. Safety checks were to occur when R1 reported an increase in suicidal ideation (frequency was
not defined), suicidal ideation with a plan, and/or urges to engage in self-injurious behavior. Staff will
be aware at baseline, R1 reported experiencing suicidal ideation daily, primarily passive in nature. R1
indicated approximately once or twice per month, R1 had episodes which involved more active
planning and became increasingly withdrawn. R1 identified coping strategies, such as art, knitting,
drawing, and programming.R1's progress note from psychologist dated 5/4/26, indicated R1 had a
suicidal plan, but no intent or behavior, multiple risk factors, and few protective factors. Plan was to
refer R1 to mental health treatment program, continue psychiatric care, and utilize emergency
resources if needed.R1's psychiatric visit After Visit Summary (AVS) dated 5/7/26, indicated R1's
psychiatrist reviewed R1's medications, had an appointment scheduled 5/13/26 for a mental health
(continued on next page)
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treatment program, and was to return for a follow-up visit around 6/4/26.R1's progress note dated
5/20/26 at 5:13 p.m., indicated R1 reviewed goals of medication management, receiving money from
GA (general assistance; a program which provides monthly cash grants for vulnerable persons),
budgeting, money management, recognizing early warning signs and reporting substance use urges to
staff.R1's psychiatric visit AVS dated 6/4/26, indicated R1's psychiatrist ordered changes to R1's
medications and a follow-up visit around 7/2/26. The summary identified group visits/day treatment
groups for R1 to attend. R1's psychiatric referral form, identified R1 reported their symptoms were
stable and had an improved baseline for passive suicidal ideation. R1 indicated they were able to
distract themselves from daily fleeting thoughts.R1's Suicide Risk Assessment on 6/14/26 at 11:36
a.m., identified R1 expressed suicidal ideation and/or thoughts of self-harm and was assessed as a
low risk with no suicidal plan, intent or behavior and had modifiable risk factors and strong protective
factors. R1 identified dreaming about family members triggered strong emotions. R1 stated when they
got paid next early next month they would purchase eye drops to drink because they have a poison in
them. The note identified R1 saw an individual therapist and attended day treatment, and R1 did not
have money at the time to act on their plan. R1 planned to knit and listen to music.In review of R1's
record, although R1's care plan directed staff to conduct safety checks to remove items that could be
used for self-harm when R1 expressed increased suicidal ideation, suicidal ideation with a plan,
and/or urges to engage in self-injurious behavior, following R1's disclosure on 6/14/26 of a specific
plan to ingest eye drops after receiving money, there was no documentation staff completed a room
safety check, removed potentially harmful items, implemented additional coping interventions, or
evaluated whether revisions to R1's existing safety plan or care plan were effective.On 6/14/26 at
2:28 p.m., R1 identified plans to walk to a bridge, and R1 agreed to transfer to a hospital for
assessment and potential admission. R1's mental health hospital after visit summary dated 6/14/26
indicated R1's admitting diagnoses were major depressive disorder, recurrent, moderate. The
summary included a [NAME]-Brown safety plan dated 6/18/26 identified R1 had racing thoughts,
inability to stop worrying, and obsessive thoughts were R1's warning signs a crisis was beginning or
getting worse. R1 identified internal coping strategies, such as deep breathing, grounding skills, and
listening to music. R1's Plan for Lethal Means Safety identified talking to staff about less financial
independence and chemical management, such as taking medications and not drinking too much
caffeine.R1 returned to the facility on 6/19/26 following psychiatric hospitalization after expressing
plans to ingest eye drops and jump from a bridge. While the hospital safety plan identified reducing
access to potentially lethal means and discussing reduced financial independence, the facility
documentation did not identify whether these strategies were implemented upon R1's return.R1's
progress note dated 6/19/26 at 2:58 p.m., indicated R1 returned to the facility around 1:30 p.m. and
identified excessive caffeine intake led to a panic attack and hospitalization due to increased suicidal
ideation. R1 planned to knit, watch YouTube, and relax.R1's progress notes dated 6/19/26 to
6/21/26, indicated R1 was on shift checks post hospitalization and did not have increased suicidal
ideation.R1's care plan intervention dated 6/21/26 (three days after hospital discharge), directed
staff to provide education related to the impact of caffeine on psychiatric symptoms and subsequent
suicidal ideation and support consumption reduction at least monthly.R1's progress note dated
6/21/26 at 3:16 p.m., indicated R1 had a bright and friendly affect, felt good, and would approach staff
if R1 needed anything. R1 indicated they were going to walk the beach and knit for a few hours with a
return time of 3:00 p.m. The progress note identified R1 was out for a majority of the day. R1's
Vulnerability Assessment and Abuse Prevention Plan, originally initiated on 2/11/26 and updated
throughout R1's admission, served as an ongoing assessment of resident-specific safety risks and
(continued on next page)
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vulnerabilities. The assessment evaluated multiple areas affecting resident safety, including the
ability to safely function in the community, recognize safety hazards, manage medications, substance
use, psychiatric symptoms, suicidal thoughts and behaviors, and leaving the facility without returning
within the designated timeframe. Review of the assessment in effect on 6/21/26 identified R1 was
documented as Not Vulnerable for the ability to safely conduct activities in the community and Not
Vulnerable for leaving the facility without following facility procedure or returning within the
designated timeframe, despite documentation elsewhere in the assessment identifying chronic
suicidal ideation, multiple prior suicide attempts, severe psychiatric symptoms, and recent psychiatric
hospitalization.In review of R1's record before R1 left the facility, the available record did not identify
documentation explaining how R1's recent psychiatric hospitalization and escalating suicide-related
risks and vulnerabilities were considered in the facility's determination that R1 could safely leave the
facility independently.R1's progress note dated 6/21/26 at 10:47 p.m., indicated R1 did not return
around 3:00 p.m. and phone calls to R1 were unsuccessful. The police were notified and arrived at the
facility at 10:20 p.m. to complete a Missing Person Report.R1's progress note dated 6/22/26 at 7:09
a.m., indicated R1 called the facility at approximately 11:40 p.m., and R1 indicated they had run away.
R1 gave their location, so the police could find R1. Around 12:30 a.m. on 6/22/26, R1 confirmed they
were with the police and transferring to the hospital.Hospital notes dated 6/22/26 were requested but
not provided. R1's progress note dated 6/22/26 at 3:02 p.m., indicated R1 returned to the facility at
9:30 a.m. and continued to have suicidal ideation via starvation, dehydration, and/or consumption of
poisonous chemicals/medications. A mobile mental health crisis intervention program met with R1
from 11:10 a.m. to 12:00 p.m. to create a safety plan, and R1 was placed on one hour safety
checks.R1's Suicide Risk Assessment on 6/22/26 at 5:21 p.m., identified R1 expressed suicidal
ideation and/or thoughts of self-harm. R1 planned to jump off a bridge with no intent, starve
themselves, and poison themselves with eye drop solution with no means. The assessment identified
R1 was at moderate risk due to having a suicidal plan but no intent or behavior. The assessment
lacked documentation of a room check per care plan.R1's progress note dated 6/22/26 at 8:54 p.m.,
indicated R1 was transferred to an emergency psychiatric unit after R1 indicated they had no desire
to follow the safety plan, rather only said so because that's what staff ?wanted to hear', endorsed
feeling a ?fascination with death', and R1 had no intent to refrain from making plans associated with
[suicidal ideation].In review of R1's record on 6/22/26, R1 again identified multiple suicide methods,
including jumping from a bridge, starvation, and ingesting poisonous eye drop solution. Although R1's
care plan directed staff to complete room safety checks when suicidal ideation with a plan was
expressed, the record did not contain documentation that a room safety check was completed before
R1 was transferred for psychiatric evaluation.R1's emergency department AVS dated 6/22/26 to
6/23/26, indicated R1 arrived on 6/22/26 at 8:17 p.m. for diagnosis of post-traumatic stress
syndrome. The summary indicated there were no medication changes. The summary included
[NAME]-Brown Safety Plan dated 6/23/26, identified additional internal coping strategies and social
setting to provide distraction. The plan identified the facility could make the environment safer by
securing medications and removing items R1 could use to hurt self.R1's progress note dated 6/23/26
at 9:07 p.m., indicated a nurse assessed R1 after R1 engaged in self-harm by using yarn to choke self.
R1 had bruising around front and sides of neck and did not appear to be in physical distress. A mobile
mental health crisis intervention program was called to the facility.R1's progress note dated 6/23/26
at 10:23 p.m., indicated R1 returned from the hospital and reported high suicidal ideation and no plan
or intent. R1 was on shift checks post Missing Resident Incident Report on 6/21/26 and
hospitalization on 6/22/26, as well as one hour location checks. Around 6:15 p.m., R1 reported
(continued on next page)
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increased suicidal symptoms and an attempt to self-harm by tightening a string of yarn around their
neck. Staff completed a room search and called the mobile mental health crisis intervention
program.R1's Incident Report dated 6/23/26, identified staff completed a room search while waiting
for a mobile mental health crisis intervention program to arrive and removed the following items from
R1's room: a bunch of yarn, three pairs of scissors, two razors, and cables. A mobile mental health
crisis intervention program arrived at 7:40 p.m., and R1 agreed to transfer to the psychiatric
emergency unit. R1 indicated they felt safer at the hospital due to having less access to ?things.R1's
acute psychiatric unit After Visit Summary dated 6/23/26, indicated R1 was seen for suicidal ideation
and was admitted to the emergency department for observation. The summary directed R1 to
follow-up with day treatment and with emergency services if symptoms worsen. R1's emergency
department arrival time was noted as 6/23/26 at 8:37 p.m. and discharge on [DATE] at 2:11 p.m.
Facility did not provide pages six through ten.R1's progress note dated 6/24/26 at 11:07 p.m.,
indicated R1 returned to the facility at 2:27 p.m. and reported they felt so -so. R1 indicated the
hospital says I'm fine and told R1 to keep doing what R1 was doing such as engaging in groups and
initiating a therapist. The note indicated R1 and facility staff created a safety plan which involved R1
approaching staff if they had drastic changes in their plans and to stay curious about therapy. R1 was
on shift checks as well as one hour location checks.R1's care plan was revised with intervention
dated 6/24/26 that directed staff will assist R1 in initiating trauma-focused therapy to support the
development of coping skills and help manage on-going symptoms related to suicidal ideation.R1's
progress note dated 6/25/26 at 3:59 p.m., indicated R1 had a blunted affect and continued feelings of
overwhelm. R1 lacked desire to eat/drink, indicated they felt safe and had no specific plan of suicide
at the time. R1 was provided with water and a snack and then ate lunch. R1 agreed to come to staff if
symptoms worsened.R1's progress note dated 6/26/26 at 2:39 p.m., indicated R1's location checks
were changed from one hour to two hours, and R1 reported no current suicidal ideation and no safety
concerns.R1's progress note dated 6/26/26 at 10:54 p.m., indicated R1 felt ok and had a little passive
suicidal ideation. R1 was encouraged to notify staff for support if needed and R1 agreed.R1's progress
note dated 6/27/26 at 10:53 p.m., indicated R1's location checks were changed from two hours to four
hours. R1 indicated they had passive suicidal ideation and was able to come to staff if needed.R1's
progress notes dated 6/28/26, indicated R1 felt ok with no increases in suicidal ideation. No
concerning observations or symptoms were noted.R1's progress note dated 6/29/26 at 7:09 a.m.,
indicated R1's location checks were discontinued, and staff continued shift checks and was seen
without concern during the two location checks.R1's progress note dated 6/29/26 at 3:05 p.m.,
indicated R1 had passive suicidal ideation with no plan or intent and was eating normally again.R1's
progress note dated 6/30/26 at 3:08 p.m., indicated R1 reported no suicidal ideation beyond baseline
and was encouraged to reach out to staff if R1 felt they needed anything. Shift checks were
discontinued.Review of R1's June 2026 record identified that although R1's documented suicide risk
continued to increase, including multiple psychiatric hospitalizations, repeated suicide plans involving
different methods, a Missing Person incident associated with suicidal ideation, a recent self-harm
attempt involving yarn around the neck, and newly identified suicide plans involving ingestion of eye
drops for poisoning, and jumping from a bridge, the facility progressively reduced and ultimately
discontinued monitoring and safety interventions. The record did not identify how R1's cumulative
history of suicidal behaviors, identified suicide methods, and recurring psychiatric crises was
evaluated in determining that reduction of monitoring and safety interventions and continued
independent community access remained appropriate and/or effective.R1's progress notes dated
7/2/26 at 5:52 a.m., indicated R1 approached a nurse around 12:20 a.m. and told the nurse they
(continued on next page)

8524E116

10/09/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

24E116 07/30/2026

Andrew Residence 1215 South 9th Street
Minneapolis, MN 55404

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

Note: The nursing home is
disputing this citation.

ingested four bottles of Visine eye drops (active ingredients: tetrahydrozoline hydrocholoride 0.05%),
total 60 mL [milliliters] around 9:00 p.m. to kill themselves. R1's skin was cold and clammy. Vitals
were 99 degrees Fahrenheit (F) via tympanic (ear) temperature, blood pressure 162/98 mmHg
(millimeters of mercury) standing, pulse 49 bpm (beats each minute), respiration rate of 20 breaths
per minute, and oxygen saturation on room air was 98 percent. Staff called poison control, called 911,
and R1 was taken to the emergency room around 12:50 a.m. Staff conducted a room search and found
three empty bottles of Visine (15 mL per bottle).R1's care plan revised on 7/6/26 included
interventions that informed staff of R1's ingestion of Visine and directed staff to remove Visine during
safety checks (frequency as identified on 4/22/26 care plan).R1's care plan intervention dated
7/8/26, directed staff to assess R1's suicidal ideation and develop a safety plan before withdrawing
money or using bank card. A safety plan could include room safety check, requesting purchase
receipts, staff support to make purchases, and precaution checks. Another intervention indicated R1
would discuss planned money withdrawals with the program manager or an alternative staff member
to ensure R1's safety before money withdrawal process.On 7/10/26, the facility educated staff on
shift report documentation guidelines. The education directed staff to discuss previously identified
suicide methods and determine if the method remained relevant before returning a resident to routine
monitoring. Staff were to document clinical rationale to support discontinuation of precaution checks.
Staff were directed to document when a resident identified a new suicidal plan and care plan
intervention.R1's hospital notes and summary dated 7/2/26 to 7/16/26, indicated R1 presented after
consumption of Visine; upon arrival at 8:16 a.m. R1's blood pressure was 86/52 (normal) the summary
indicated R1 was calm, cooperative and pleasant. R1 was disappointed their suicide attempt failed
and wanted to see what the afterlife was like. R1 indicated they continued to have thoughts about
death despite day treatment, therapy, and medications. R1 stated they wanted to buy eight bottles of
Visine but the store only had four available. R1 indicated they had a concealed plan to overdose on
Tylenol and jump off a bridge upon discharge to the facility. R1 was placed on a one-to-one in the
hospital until psychiatric clearance. R1 indicated they read Visine ingestion lowered blood pressure
and could be fatal and was ruminating on Visine ingestion two to three weeks before R1 acted on the
thought.R1's hospital inpatient behavioral health treatment plan, initiated 7/2/26, identified a problem
of inadequate coping. Goals included improving R1's ability to verbalize feelings related to emotional
state, verbalize adaptive coping mechanisms, and identify personal strengths. Interventions included
encouraging R1 to verbalize feelings, fears, stressors, and problems; participate in care and
diversionary activities; engage in physical activity as tolerated; collaborate with mental health
services; and utilize adaptive coping strategies, such as distraction and deep-breathing
exercises.Upon R1's return to the facility, R1's Vulnerability Assessment identified the Visine
ingestion with no other changes documented on the assessment.R1's Suicide Risk Assessment on
7/16/26 at 12:21 p.m., indicated R1 was a low risk and identified passive baseline suicidal ideation
with no plan or intent.R1's progress note dated 7/16/26 at 2:52 p.m., identified R1 returned to the
facility around 10:30 a.m. Staff searched through R1's belongings and removed deodorant. R1 had
medication changes, an initial therapy appointment scheduled for the next week, and opened a bank
account with the facility to create a safety plan. R1 was on shift checks post-hospitalization. Staff
initiated a conversation with R1 about whether the facility was the right environment for them.R1's
progress note dated 7/16/26 at 10:58 p.m., indicated licensed social worker (LISW)-A and R1 created
a plan for R1 to order snacks with a virtual card and staff would check the bag. Staff checked the bag
when the snacks arrived and no concerns were documented. R1 shared plans to rest in room and
watch YouTube. R1's progress note dated 7/17/26 at 2:47 p.m., indicated R1 felt less anxious and
(continued on next page)
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stressed, and more relaxed since a medication change. R1 indicated they had passive not active
suicidal ideation and no plan or means.R1's care plan intervention dated 7/17/26, indicated R1 had
funds in an online application and would review purchases weekly with the program manager. The
program manager would provide additional prompts if R1 reported an increase in suicidal ideation. R1
would notify staff when a purchase was made, and staff would conduct a search of the purchased
items to remove any items identified as a safety risk.R1's progress note dated 7/18/26 at 2:30 p.m.,
indicated R1 felt unsafe and reported they ingested a whole bottle of Tylenol and just now feeling the
effects. Staff transported R1 to the emergency department around 1:00 p.m. and found one empty
bottle of 100 capsules of Tylenol extra strength 500 mg (milligrams) each.R1's progress note dated
7/18/26 at 3:05 p.m., R1 came up to staff around 12:30 p.m. (7/8/26) and reported they hid a bottle of
Tylenol in a bag of donuts when they ordered snacks and took the whole [bottle of Tylenol] on
7/16/26 around 10:00 p.m. (approximately 12 hours after hospital return.)R1's progress note dated
7/18/26 at 11:06 p.m., indicated R1 was admitted to the hospital due to elevated serum Tylenol levels
and suicidal ideation.R1's progress note dated 7/19/26 at 10:31 a.m., indicated R1 was in the hospital
with a one-to-one at bedside for safety.R1's progress note dated 7/22/26 at 9:36 a.m., indicated R1
was medically cleared and waiting for an open bed in the inpatient psychiatry area. R1 had a
one-to-one for elopement and safety risk in the hospital.R1's Medicine Discharge summary dated
[DATE], indicated R1 admitted [DATE] after intentional ingestion of approximately 100 tablets of
acetaminophen 500 mg over 7/16/26 and 7/17/26. Initial R1's acetaminophen (Tylenol) blood level
was 76 mcg/mL (therapeutic blood concentration is 10-30 mcg/mL; treatment decisions after an
overdose are based on the time since ingestion and the Rumack-[NAME] nomogram rather than the
blood level alone). R1's liver function tests and International Normalized Ratio (INR), a measure of the
blood's ability to clot, remained within normal limits. R1 was treated with intravenous
N-acetylcysteine (NAC), the antidote used to prevent acetaminophen-induced liver injury. Repeat
acetaminophen level was less than 5 and AST/ALT (liver function blood tests) remained normal. R1
was medically stable for inpatient psychiatry transfer. Review of R1's record following Tylenol
ingestion identified although the facility implemented and revised suicide prevention interventions
following multiple psychiatric crises, the record demonstrated a recurring pattern of temporary
stabilization followed by renewed suicidal ideation requiring additional emergency intervention. The
record did not consistently identify how the effectiveness of previously implemented interventions
including coping strategies was evaluated before modifying/discontinuing supervision or
environmental safety interventions including supervision. During interview on 7/22/26 at 4:45 p.m.,
MHW-C stated R1 was usually quiet and stayed in their room a lot. R1 had continuous, passive
suicidal ideation. MHW-C stated R1 was fascinated with afterlife and was sent to the hospital when
they had an increase in suicidal ideation and then would be discharged from the hospital back to the
facility and then sent back to the hospital. MHW-C stated she looked through R1's snacks on 7/16/26.
MHW-C indicated she placed R1's tote on a desk, unzipped the bag, and moved items around to see
two bags of donuts, three Mountain [NAME], and Sun Chips. MHW-C did not note any items of
concern.During interview on 7/22/26 at 1:47 p.m., mental health worker (MHW)-A reviewed R1's plans
to jump off a bridge and ingest eye drops on 6/14/26 and stated the facility moved R1's money to the
facility to help track purchases but was unsure what date the intervention was added to the care
plan. MHW-A reviewed R1's attempt to tighten yarn around their neck and was unsure where R1 got
the yarn. MHW-A stated R1 came to him around 2:00 p.m. on 7/18/26 and indicated they had not been
honest with staff about their level of suicidal ideation, had ingested Tylenol, and felt physically
unwell. MHW-A stated R1 was on shift checks following hospitalization, staff followed R1's care plan
(continued on next page)
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by looking through R1's snacks after the purchase on 7/16/26, and he completed a room search on
7/18/26 after R1's report, finding an empty bottle of Tylenol and a bag of donuts with a resealable
opening. MHW-A stated program managers were assigned to each resident, and the program manager
worked with the resident to create an initial treatment plan using the resident's history, hospital
records, and assessments completed by the social workers. The treatment plan identified resident
vulnerabilities, which were discussed during weekly staff meetings, through emails, and by review of
the care plan and progress notes. MHW-A stated check-ins were completed immediately when a
resident returned from hospitalization. Shift checks were completed for nine shifts following any
psychiatric-related hospitalization and included talking with the residents about suicidal ideation and
symptoms. Location checks varied from every one hour to every eight hours and did not require
conversation with the residents.During interview on 7/27/26 at 12:04 p.m., social worker (SW)-B staff
completed vulnerability assessments and basic living skills assessments to determine if residents
could be safe in the community. SW-B stated the vulnerability assessment was completed upon
admission and then updated as needed.During interview on 7/23/26 at 12:47 p.m., registered nurse
(RN)-A stated staff did not hold R1's supplies, and R1 kept knitting supplies in their room until after
the incident when R1 tightened the yarn around their neck. RN-A indicated residents with a history of
self-injurious behavior, such as strangulation, and increased suicidal ideation should not have
rope-like items in their room, such as yarn, and staff should remove anything sharp or any other
objects which could be used in the wrong way.During interview on 7/23/26 at 1:38 p.m., RN-B
indicated residents with a history of strangulation should not have yarn in their room. RN-B indicated
supplies which could be used for strangulation should be kept behind the staff desk, and residents
could use identified supplies with supervision. RN-B stated she had not completed many bag searches
but would put on gloves, open bag, and complete a visual inspection to ensure there were not any
items which were stick-like or pointed.During interview on 7/22/26 at 3:32 p.m., licensed independent
clinical social worker (LICSW)-A, who was the program manager for R1 and the program director for
the floor where R1 resided, stated R1 was good the first few months at the facility and was honest
and open about increased suicidal symptoms. R1 was readmitted to the facility on [DATE] after a
hospitalization, which exceeded the facility's 18-day bed hold pol
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